DISCUSSION.
Dr. DONELAN said he saw a case of acute otitis media with perforation two years ago. The patient had the usual treatment with drops, &c., for some months. He had continued well until he had sudden violent pain in and above the ear last week. There was no mastoid tenderness, but there was swelling of the inner end of the posterior wall. On this indication, a globular mastoid abscess of about 1 cm. diameter was evacuated after cutting through 8 in. of the densest bone. The site of operation was swabbed with ether, a half-inch rubber drain placed in the meatus and the mastoid incision sutured.
Mr. TILLEY said it was exceptional for the temperature to be normal throughout a case of acute mastoid inflammation; possibly in Mr. Cheatle's case, absorption was prevented by the hardness of the bone. From the teaching standpoint, the most important sign in determining whether an operation on the mastoid should be performed was the swelling of the deep posterior meatal wall. It was almost pathognomonic of pus being retained under tension. Operation: Antrum opened; found to contain granulations, but little pus. Mastoid process cbiselled away down to dense bone surrounding lateral sinus. This bone was normal. Dura of middle fossa exposed; smooth, white and pulsating. Infected cells and carious bone in tip and along anterior border of mastoid process. Cavity treated with B.I.P. and sewn up over glove drain.
Case of
Progress: Temperature and pulse down for thirty-six hours, then commenced to rise. November 25, 10 p.m.: Temperature 103.60 F., pulse 140: mental condition normal. November 26, 10 a.m.: Temperature 101'4' F., pulse 120; very drowsy; did not appear to grasp questions; eye reactions normal; knee-jerks and plantar reflexes normal; no motor paresis.
Operation: Wound opened. No further bone disease discovered. Dura of middle fossa further exposed, but found normal. Lumbar puncture: Cerebrospinal fluid under slight tension.
Examination of cerebro-spinal fluid: Direct films showed lymphocytes and polymorphs in excess. No organisms. Slight reducing power; albumin, 0 03 per cent.
November 27: Condition dull, as before. November 28: Drowsiness and inability to answer, increased. Obvious paresis right arm and hand, and right side of face. Reflexes: Right abdominal diminished, Babinski on right side. Eyes react normally to light; no optic neuritis. Dr. Symonds diagnosed localized meningitis over the left motor cortex, involving the face and arm area.
Operation: Mastoid incision continued upwards. Temporal muscle split in line of fibres. Bone removed freely in upward and forward direction. Dura smooth, not bulging. When incised, subdural space and brain normal in appearance. More bone removed, and dura opened to the Sylvian fissure; appearance still normal. Exposure continued upwards by removal of bone and incision of dura, till a roughly circular patch of purulent meningitis, the size of a two-shilling piece, appeared, overlying the middle third of the pre-central convolution. A glove drain was placed leading from this area to the lower angle of the wound, which was then closed by suture of temporal muscle and skin, leaving the dura open.
After-history; November 28 to 30: Several Jacksonian fits, involving eyes, right face and right arm. November 30 to December 11: No more fits; development of hernia cerebri; -rapid improvement in mental condition; gradual improvement in paresis of arm and face. December 12: Right-sided sensory Jacksonian fit, involving arm, trunk and leg, and lasting about ten minutes; following this, marked astereognosis in right hand.
Operation: Upper end of wound opened about 1 in., and a No. 8 rubber catheter pushed under dura in direction of face-arm sensory area in postcentral convolution. Escape of a collection of clear cerebro-spinal fluid. Glove drain put along track, and four-hourly eusol dressings applied. Improvement continuous. Arm and face paresis cleared up rapidly. Hernia cerebri had subsided in four weeks. Left hospital January 25, 1922 . Wound healed, quite well. Astereognosis had almost gone.
DISCUSSION.
Dr. SYMONDS said the diagnosis was an interesting problem. The girl had been ill only nine days, and when seen by him she had complete flaccid paralysis of the right arm, with fairly complete paralysis of the lower side of the face, some aphasia, and entire inability to put out her tongue to order. There was very little paralysis of the lower limb. The completeness of the paralysis of the upper limb, together with the fact that the motor functions of the lower limbs were practically intact, made it certain that there was a superficial lesion of the cortex, rather than a deep abscess; indeed nine days seemed scarcely long enough for abscess to develop. Lumbar puncture twenty-four hours previously revealed bacterial infection of the meninges, the excess of cells in the cerebro-spinal fluid consisting largely of polymorphs. The only reasonable conclusion seemed to be that there was a localized patch of meningitis over the motor cortex in the face-arm area. There had been no fits preceding the paralysis. The patient recovered very rapidly fronm the paralysis, the recovery being initiated by a series of Jacksonian fits, as if those fits represented the penultimate phase of the recovery. He had seen a similar occurrence once before, in a frontal affection, spreading from the frontal sinus. He would like to hear what was the method of spread from the mastoid to the meninges; also as to the prospects of recovery if she had been treated by simple lumbar puncture without drainage. Bacteria were not cultivated from the cerebro-spinal fluid.
Dr. A. A. GRAY (Chairman) said he had never seen a similar case: the spread from the mastoid was a most unusual one. There might possibly have been an abscess in the cells at the root of the zygoma: it would be a more direct route than the passage from the mastoid antrum up to that region.
Dr. WILLIAM HILL asked if the patient was shown as an instance of post-operative infection of meninges from exposing them at the operation, or whether it was assumed that the mastoid symptoms were there before the first operation.
Mr. NORMAN PATTERSON said that recently he had had under his care a boy upon whom, last November, an ordinary cortical mastoid operation had been performed; after that he was sent to the convalescent home, having apparently recovered. Three weeks ago, however, he returned to the hospital with a temperature of 1040 F., and looking very ill. The ear was soundly healed, and there was no swelling over the mastoid. Widal's test was negative, and the physicians could not find any cause for the temperature. A point of extreme tenderness was discovered, about the area of a sixpence, 2 in. behind the external auditory meatus. On opening the mastoid it was found to be quite normal. The sinus was pink in colour, and not apparently diseased. He followed the sinus backwards to a point opposite the tender area. Here he discovered a small abscess. This abscess was separated by a distance of at least 2 in. from the mastoid antrum. How had the infection spread there ?
Mr. RITCHIE RODGER said there was often extension through the bone at some little distance from the mastoid antrum, but how the infection spread in this case it was difficult to say. He had seen a case of the kind referred to by the Chairman. After operating for acute mastoid, as the patient was not doing satisfactorily, he had opened again, and found the zygomatic cells had escaped attention. Before he had reached to the end of the infective process he had gutted out :4 in. of zygoma. Later there were symptoms of temporo-sphenoidal abscess, and in his bone removal he had to get to the region opposite to the middle of the zygoma before arriving at an area of discoloured dura which led into the abscess of the temporo-sphenoidal lobe. In the case of a child 6 years old an abscess had formed in the sinus, well above the mastoid process. The medical attendant had opened this abscess, which was treated as a discharging tuberculous abscess. The oculist later reported double optic neuritis, and the physician regarded it as a case of tuberculous tumour of the brain. Later, symptoms of active meningitis occurred, and he (Mr. Ritchie Rodger) was asked to see the case, There was, a two days' history of otorrhoea long before. He found the remains of a mastoiditis, which had resolved; there were a few tags of diseased mucosa in an enlarged antrum, but nothing more; yet there was an erosion of the squamous portion of the temporal bone, and leading from that there was an abscess of the temporo-sphenoidal lobe, containing four ounces of pus. The child recovered, but was still blind. Infection could spread from the superficial cells in front of or behind the mastoid process, and so to more distant parts of the brain.
Mr. COLLEDGE mentioned a case similar to Mr. Ogilvie's, though his (Mr. Colledge's) ended fatally. It was in a man aged 38, who had had otorrhcea all his life; he had been ill a week when he was sent to the hospital. On admission he had the classical symptoms of abscess of the temporal lobe; he was hemiplegic and aphasic. He had a cholesteatoma from which a track led to an abscess in the temporal lobe. It was successfully drained, but the patient developed a high temperature, evidently had meningitis, and died. At the necropsy an area of localized meningitis was found over the motor area of the size of a half-crown. He thought the two lesions masked one another, and the symptoms attributed to an abscess in the temporal lobe were due really to pressure from the meningitis over the motor area.
Mr. OGILVIE replied that he paid particular attention to the zygoma, which was normal. The infection was round the anterior border of the lower half of the mastoid. At both operations the dura was normal. It seemed difficult to think that bone spread had occurred. Mr. Jenkins had suggested to him that the spread might have been through the veins and diploe and through communicating veins, which sounded unlikely, as the flow of the blood stream was in the opposite direction; so that, for this to occur, it would be necessary for there to be thrombosis, and for infection of the clot to take place. The intervening bone was removed at the last operation, and it was healthy. He did not know whether the two infections could have been simultaneous, i.e., infection of the mastoid and of the meninges from the blood stream. The localizing symptoms in the brain did not appear until five days after the operation, and nine days after the onset of the ear symptoms.
